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Abstract
Clinical eating disorders are psychological disorders that impact a small percentage of the
population. In the United States, prevalence rates range from 2-8% with a point prevalence of
4.6% (Galmiche et al., 2019). Subclinical disordered eating is a broader term for eating patterns
and behaviors that do not meet clinical threshold, but that still may be life impairing (Burnette &
Mazzeo, 2020). Subclinical disordered eating impacts many more individuals than clinical eating
disorders do and is often present without the direct awareness of the people affected by it. With
the prominence of diet culture in the United States that supports disordered eating, it is easy for
individuals to partake in some respects.
Mindful and intuitive eating approaches have recently begun to emerge as combined and
stand-alone treatments for disordered eating and eating disorders. Many of these studies have
only evaluated each of these on their own, rather than in combination. Studies have also been
limited in terms of population, with individuals with clinical eating disorders making up the large
majority of research subjects. The current study used an online mindful and intuitive eating
intervention to bring about awareness of these concepts and combat disordered eating in lay
adults using simple workbooks (Albers, 2018; Resch, 2019). The goals were to increase
education and decrease overall disordered eating.
The authors found that disordered eating did decrease, mindful and intuitive eating
increased, and general mindfulness improved across the duration of the study. While the
hypotheses were partially supported, only the results for disordered eating and intuitive eating
were significant. Despite lack of power due to small sample size and some insignificant results,
participants reported benefiting from the intervention.

1
Introduction
Clinical eating disorders are considered serious psychological disorders that meet the
Diagnostic and Statistical Manual of Mental Disorders-5th edition (DSM-5) criteria. They are
further described by the National Eating Disorders Association (NEDA) website as characterized
by extreme emotions, attitudes, and behaviors surrounding weight and food (NEDA, 2021).
Although certain demographics have reportedly higher rates of eating disorders (e.g., young
white women), these disorders can impact anyone, no matter their race, gender, ethnicity, age,
sex, or socioeconomic status. The same is true of subclinical disordered eating. In fact,
subclinical disordered eating impacts many more individuals than clinical eating disorders do
(Burnette & Mazzeo, 2020). Because disordered eating is not always recognized by individuals
themselves, and the fact that it is quite normalized within society, people often do not seek
treatment for it. Therefore, these individuals are missed in data that is collected on it. Thus,
determining the exact rate at which individuals are affected by disordered eating is quite
difficult. Subclinical disordered eating is a broad term that describes eating patterns and
behaviors which do not meet full diagnostic criteria but might still be significant and distressing.
It consists of a range of irregular eating that does not warrant a diagnosis of a clinical eating
disorder and will be determined in the current study by a measure of disordered eating. A few
examples of disordered eating might include bingeing or restricting food, feeling guilty about
eating certain foods, or avoiding certain food groups.
While several treatments exist to combat clinical eating disorders such as exposure based
therapies, cognitive behavioral therapies, family based therapies, and others, there is less
research devoted to the treatment of subclinical disordered eating. However, more recently there
has been an emergence of research into mindful and intuitive eating practices to help reduce
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disordered eating. In order to better understand mindful eating, it is important to first understand
mindfulness in general. General mindfulness occurs when conscious attention and awareness are
actively cultivated with acceptance and nonjudgment (Brown & Ryan, 2003). Mindfulness is a
state of being attentive to, and aware of, what is taking place in the present moment. Therefore,
mindful eating is being fully aware and present while eating (Albers, 2018). That means noticing
the amount, taste, and textures and making conscious food choices. Essentially, it includes
balancing how you eat with what you eat. Intuitive eating is very similar to mindful eating. It is a
philosophy based on the belief that most people are born with all the wisdom they need to know
how to eat in a satisfying and balanced way (Resch, 2019). Intuitive eating has ten principles
including reject the diet mentality, honor your hunger, make peace with food, challenge the food
police, feel your fullness, discover the satisfaction factor, cope with your emotions without using
food, respect your body, exercise, and honor your health with gentle nutrition. Finally, it is
important to note here that mindful and intuitive eating principles are not diet-based and are not
intended to be weight loss treatments.
As previously noted, disordered eating impacts many individuals, sometimes even
without recognition. Eating past physical fullness while sitting watching television is but one
example of this. In this example, an individual is not being mindful of their experience with food
nor being intuitive about their satiation. Other examples of factors that influence disordered
eating might include the packaging or presentation of food, external cues such as an empty bowl
or plate, or the food consumption of others (Moor et al., 2013). Moreover, disordered eating
behaviors are associated with considerable mental and physical health impairments, many of
which are persistent if not treated (Burnette & Mazzeo, 2020). Some of these impairments
include digestive concerns, negative body image, or hair and skin conditions. Another concern of
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chronic disordered eating is the development of full-threshold clinical eating disorders and
potential mortality. Thankfully, increasingly popular interventions such as those that utilize
mindful and intuitive eating practices have been developed and disseminated in order to reduce
levels of disordered eating and prevent a clinical condition from occurring. Most research in this
area has investigated mindful eating and intuitive eating in separate studies, with few examining
them collectively. Additionally, most studies have examined these approaches in clinical eating
disorder populations rather than in lay people with subclinical disordered eating. Thus, research
into these principles and practices has begun to demonstrate promise, however more is needed in
order to fully identify the effects of these interventions, how they might be used, and who they
might be best suited for.
To better understand how mindfulness can be used as part of an intervention in treating
disordered eating, it is important to further examine how mindfulness relates to eating behaviors.
A study conducted by Butryn and colleagues (2013) on women in residential eating disorder
treatment programs found that higher scores of eating disorder symptomatology at pre-treatment
was significantly correlated with lower awareness and acceptance. This means that those with
higher levels of disordered eating would be less adept in using mindfulness approaches.
Additionally, participants who reported the greatest improvements in awareness and acceptance
also showed the most improvements in eating disorder symptoms. These results indicate the
potential for mindfulness interventions to be used in a way to reduce eating disorder
symptomatology. Other researchers came to the same conclusion. Across four studies, Jordan et
al. (2014) found a positive relation between mindfulness and healthier eating patterns such as
less impulsive eating, lower caloric consumption, and healthier snack choices. These results were
found even in the absence of instruction specifically in mindful eating. If approaches were more
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specifically tailored to mindful eating instead of general mindfulness, it is possible that outcomes
would be even greater.
For instance, Albers (2010) conducted a case study in which they examined how mindful
eating could be useful in treating anorexia in a young woman. The client was asked to keep a
record of her mindful eating as she was taught the research, rationale, and limitations of mindful
eating over the course of fifteen sessions. During the sessions, the client was also asked to
partake in mindful eating activities and to describe her experience afterwards. Following the
completion of her treatment, the client reported a decrease in food restriction and an increase in
body mass index (BMI) and caloric intake. Not only that, the client reported an improvement in
the quantity and variety of foods consumed. Thus, this case study demonstrated effectiveness of
a mindful eating approach to food restriction. There are other benefits related to mindfulness and
eating as well. Webb and others (2018) discovered that more frequent mindful eating
corresponded with higher levels of positive body image indices.
Studies more specifically tailored toward intuitive eating have also reported beneficial
outcomes beyond just a better relationship with food. A recent systematic review of twenty-four
cross-sectional studies documented that intuitive eating was associated with less disordered
eating, a more positive body image, greater emotional functioning, and several other
psychosocial correlates (Bruce & Ricciardelli, 2016). Several studies from this review also
supported intuitive eating as an effective approach to reducing dieting attitudes and behaviors.
Other researchers have found similar results, with Denny et al. (2013) reporting that intuitive
eating practices were inversely associated with a number of harmful outcomes. Some of these
include stopping eating when full and lower odds of dieting and bingeing, as well as trusting the
body to indicate how much to eat and lower odds of utilizing disordered eating behaviors.
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Intuitive eating interventions might also be used in non-traditional settings such as through group
and guided self-help approaches. A study conducted by Burnette and Mazzeo (2020) found that
both conditions were highly acceptable and produced beneficial outcomes such as reductions in
disordered eating, body dissatisfaction, and weight-bias internalization. Participants also reported
improvements in body appreciation, level of intuitive eating, and satisfaction with life.
Collectively, these results demonstrate the need to investigate how practices like mindful and
intuitive eating can be used in ways that are more accessible, acceptable, and effective.
As promising as the above results are, there is still more research to be done in the fields
of mindful and intuitive eating. First, previous studies have largely failed to study these practices
in combination. They have also failed to recognize that disordered eating behaviors occur in
individuals beyond those with clinical eating disorders. Moreover, additional investigation needs
to occur with individuals who experience subclinical levels of disordered eating, as this is a more
prevalent condition. Along this line, society as a whole could benefit greatly from an intervention
that combines approaches in an easily accessible manner such as online via videoconferencing
and internet sites. Other studies have also left out important information such as the impact
mindful and intuitive eating might have on general mindfulness. While most of the previously
mentioned studies have found at least some success in using mindful and intuitive eating
approaches, there has been relatively scant evidence that these interventions generalize to
mindfulness alone. Few studies in this area of research have been conducted online as well. With
the recent pandemic and a societal shift to increasing demands for online options for
interventions, the authors of the current study saw a space that needed filled. Thus, the current
study was conducted to determine if an online mindful and intuitive eating intervention could
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increase mindful and intuitive eating practices and behaviors and simultaneously decrease
patterns of disordered eating. The impact this had on mindfulness alone was also examined.
Current Study
In the present study, the aim was to test whether educational materials and activities
related to mindful and intuitive eating resulted in decreases in disordered eating and increases in
mindful eating, intuitive eating, and general mindfulness. Subclinical disordered eating describes
eating patterns and behaviors that do not reach the threshold of clinical eating disorders but are
still problematic. This study was conducted due to the high rates of disordered eating in
American culture and the lack of awareness many lay people have about the concepts and
principles that were discussed. Diet culture often hides and encourages disordered eating, and it
was for these reasons that the current study was developed. Before the intervention began, the
authors proposed four hypotheses to test.
Hypotheses
Hypothesis 1. More mindful and intuitive eaters will report less disordered eating than
less mindful and intuitive eaters. Increasing mindful and intuitive eating is beneficial because it
has been associated with lower rates of disordered eating. Therefore, participants who report
greater levels of these ways of eating following the intervention will likely benefit from not
having as many patterns and behaviors of disordered eating as those who report lower levels of
mindful and intuitive eating.
Hypothesis 2. The intervention results in an increase in mindful and intuitive eating. The
goal of the intervention is to educate participants about mindful and intuitive eating principles
and practices so that they might see a reduction in disordered eating. Increases in mindfulness
and intuitive practices are beneficial because it allows individuals to create and foster better
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relationships with food and eating. These increasing might also produce beneficial outcomes in
other aspects of individuals’ lives such as increasing general mindfulness.
Hypothesis 3. The intervention results in a decrease in disordered eating. Disordered
eating often results in feelings of stress, anxiety, and general helplessness. It impacts several
realms of individuals’ lives beyond just their relationship with food. Decreasing disordered
eating is beneficial because it will allow participants to have a better relationship with food, their
bodies, and others.
Hypothesis 4. The intervention increases general mindfulness. An increase in general
mindfulness is beneficial because it provides individuals with an opportunity to become more
aware of their present moment experiences. This means that they are more fully attuned to and
engaged with their environment and what is happening around them.
Methods
Participants and Setting
Participants in the current study were young adults recruited through two separate
avenues. Students from a mid-sized public university in southern Minnesota were recruited
online via Sona Systems, a research website in which they were able to receive compensation in
the form of research credits based on the number of hours they participated. Other participants
were recruited online via a popular social media platform (i.e., Facebook) and did not receive
compensation. The only inclusionary criterion was that individuals must be an adult at least 18
years of age or older. Eleven total participants completed all steps and were included in the final
data analysis, although twenty individuals completed at least the first step. Ages ranged from 18
to 30 years old (M=23.64). There were more female participants (n=7) than male (n=4), and
more that identified as White/Caucasian (n=8) than any other race/ethnicity (e.g., Black/African
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American, n=1; Latino/Hispanic, n=2). About half of the individuals were students from the
university in which the study was created (54.54%) and nearly half were not (45.45%). Of those
who were a student at the university, all were upperclassmen besides one, who was a freshman.
Finally, all participation occurred online via Qualtrics, a research survey tool, and Zoom, a
teleconferencing service.
Materials
The materials for this study included multiple dependent measures as well as worksheets.
Several informational and activity worksheets were used throughout the current study to inform
participants and garner feedback on their behaviors and experiences with eating. These
worksheets came from Eating Mindfully for Teens (2018) and The Intuitive Eating Workbook for
Teens (2019). The use of workbooks aimed at teens helped to ensure that all participants in the
study would have a clear and thorough understanding of the material, as it was anticipated that
most or all the individuals would not have prior experience with the concepts discussed.
Informational pages from these workbooks were related to mindful eating, intuitive eating,
general mindfulness, and emotion regulation. Participants used the activity worksheets to
practice mindful and intuitive eating approaches, following which they would share their
thoughts and reactions to their experiences. In total, there were thirteen worksheets, amassing
twenty-seven pages. Each of the pages were photocopied from the workbooks so that only the
pertinent information was included in the study sessions (see Appendix A).
Measures
All measures included in the current study were self-report and given pre-, post-, and
one-month following Zoom meetings.
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Eating Disorder Examination Questionnaire (EDE-Q). The Eating Disorder
Examination Questionnaire (EDE-Q) is a 28-item measure consisting of twenty-two questions
using a Likert-type scale (0=no days/none of the times/not at all, 6=every day/every
time/markedly), followed by several questions requiring a numerical value (Fairburn & Beglin,
2008; see Appendix B). The measure includes four subscales (e.g., restraint, eating concern,
shape concern, weight concern) and a global score. This measure was used in the current study to
signify disordered eating behaviors in participants across various timepoints by comparing pre-,
post-, and follow-up global scores. Global scores were examined as opposed to subscale scores
as one of the main goals of the study was to decrease overall disordered eating for all
participants. For this reason, no participant was excluded based on their score. An example item
on the EDE-Q is, “On how many of the past 28 days have you been deliberately trying to limit
the amount of food you eat to influence your shape or weight (whether or not you have
succeeded)?”. Each item on this measure is based upon personal experiences within the past four
weeks, or 28 days. The EDE-Q measure has been shown to have good internal consistency
reliability (alpha=.93; Mond et al., 2004). In the current study, the EDE-Q internal consistency
reliability score was also good (alpha = .93).
Intuitive Eating Scale-2 (IES-2). The Intuitive Eating Scale-2 is a measure consisting of
twenty-three items based on a Likert-type scale (1=strongly disagree, 5=strongly agree; Tylka &
Kroon Van Diest, 2013; see Appendix C). It also has four subscales (e.g., unconditional
permission to eat, eating for physical rather than emotional reasons, reliance on hunger and
satiety cues, body-food choice congruence), however only global scores were used for the
current study. An example item from the IES-2 is, “I find myself eating when I’m feeling
emotional (e.g., anxious, depressed, sad), even when I’m not physically hungry.” Participants are
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to answer each question with a rating that best characterizes their general attitudes or behaviors.
This measure signified the level of intuitive eating across timepoints. It has been shown to have
good internal consistency reliability for both women and men (alpha=.87, .89; Tylka & Kroon
Van Diest, 2013), and in the current study the IES-2 internal consistency reliability score was
good as well (alpha=.88).
Mindful Eating Questionnaire (MEQ). The Mindful Eating Questionnaire (MEQ) is a
measure consisting of twenty-eight items (see Appendix D). Each item is ranked by the
participant using a Likert-type scale (1=never/rarely, 4=usually/always; Framson et al., 2009).
There are also five items which allow a participant to indicate that the question does not apply to
them. An example item from the MEQ is, “I eat so quickly that I don’t taste what I’m eating.”
The MEQ was used to indicate level of mindful eating in participants before, after, and onemonth following informational Zoom meetings related to mindful and intuitive eating. The
measure has demonstrated acceptable internal consistency (alpha=.64; Framson et al., 2009) and
had good internal consistency in the current study (alpha=.86).
Mindful Attention Awareness Scale (MAAS). The Mindful Attention Awareness Scale
is a 15-item measure that assess dispositional mindfulness (see Appendix E). Moreover, it
assesses open and receptive awareness as well as attention to the present moment. The MAAS
uses a Likert-type scale (1=almost always, 6=almost never; Brown & Ryan, 2003) to determine
how often respondents engage in mindless activities. An example item from this measure is, “I
could be experiencing some emotion and not be conscious of it until some time later.”
Individuals who score lower on the MAAS demonstrate more engagement in mindless activities
and lack of attention to the present moment in comparison to those who score higher. Although
general mindfulness was not thoroughly addressed in the current study, the MAAS was used to
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assess whether information related to mindful eating specifically would result in changes in
general mindfulness over time. Similar to the other measures, the MAAS has been found to
demonstrate strong psychometric properties including test-retest reliability, t(59)=.11, p = n.s.
(Brown & Ryan, 2003). Essentially, no significant differences are found between separate
administrations of the measure, making the results stable and reliable. The internal consistency
of the MAAS was slightly lower than the other measures in this study, however it was still
acceptable (alpha=.76).
Procedure
Initial Online Survey. Recruited participants first provided their consent to take part in
the study. Following their indicated consent, they filled out the EDE-Q, IES-2, MEQ, and
MAAS, as described above. They also provided an email address in which they could be
contacted in the future for follow-up steps. This process took roughly 15 minutes to complete
and was administered at three time points (i.e., pre-, post-, and one-month follow-up). After
participants completed the first survey, they were sent an email to sign up for the first of three
Zoom meetings.
Zoom Meetings. Each Zoom meeting lasted roughly thirty minutes to one hour and were
conducted roughly one week apart from each other. In the meetings, participants were provided
education related to mindful eating, intuitive eating, and mindfulness. The meetings also
included brief activities to practice the skills they had learned. For example, participants were
asked to follow along as a research assistant read aloud from the two workbooks mentioned
above.
Meeting 1. In the first Zoom meeting, the session began with the “What is
Mindfulness” page being read (Albers, 2018, p. 1-2). The page includes information
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about mindfulness and a brief mindfulness activity in which the participant locates and is
mindful of five nearby objects. Next, the “What is Mindful Eating Versus Mindless
Eating Versus Dieting?” page is read (Albers, 2018, p. 3-4). The front and back page
provides the participant with more information about mindfulness as it applies to eating
and discusses the differences between various types of eating. To expand upon the
information the participants received about mindful eating, they were also read the
“Benefits of Mindful Eating” page (Albers, 2018, p. 5-7). This page lists nine reasons for
the support of mindful eating. It also includes a brief practice session with the experience
of mindful eating. For the practice, participants needed to be prepared with their own
food of choice. Following that activity, the participant learned more about intuitive
eating. Lastly, they were read the ten principles of intuitive eating (Resch, 2019, p. 2-3).
Meeting 2. In the second Zoom meeting, the information and exercises were
particularly related to hunger cues and cravings. It involved a brief mindful eating
exercise, entitled the “Five S’s of Mindful Eating” (Albers, 2018, p. 17-18). The
participant was again requested to come prepared with a few bites or pieces of food of
their choosing in order to complete the task. The activity included learning key terms
related to mindful eating such as sit, slow, savor, swallow, and smile. These words are
intended to be used to encourage individuals to more mindfully interact with the foods
they consume. After completing the exercise, participants were asked to think about their
experience, how it made them feel, and how they might implement the practice into their
daily routine. In this session, participants also learned ways for coping with their
cravings. They learned how to identify when they are truly physically hungry versus
craving something due to emotional distress, boredom, or proximity. They were taught
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three steps to help cope with cravings including asking why you really want the food,
mindfully answering the craving by consuming it, and practicing the skill so as not to
mindlessly eat or eat in reaction to emotionality. This session further included learning
the 4 D’s of coping with cravings (Albers, 2018, p. 69-70). The first D stands for
determine. The participant was asked to think about what things might trigger a craving.
The second D stands for delay. This involves waiting a few minutes to see if the craving
has passed or is still present. The participants were also reminded that this does not mean
that they should simply ignore or delay eating for extended periods of time. Instead, they
are to take a quick break to really examine their cravings and hunger level. The next D is
distract. Again, the participant was told that they should not use this as a way to avoid
eating if they are in fact physically hungry. They should think about a few ways in which
they could distract themselves from potential emotional or boredom cravings. The last D
they learned about is decide. They were taught that this step requires them to decide if the
craving is still present. If it is, they are encouraged to enjoy food. The next activity
addressed what to do when the craving is no longer present, but negative emotions still
are. The aim of this activity was to help participants better understand what they feel and
what they might really need, if not food (Resch, 2019, p. 147-148). Individuals were
asked to think of a time when they felt a strong urge to eat but were not actually hungry.
Lastly, they were then asked to hypothetically think about what some of their actual
needs may have been at the time and how they might have been able to use alternatives to
meet their needs instead of turning to food.
Meeting 3. For the third Zoom meeting, topics discussed were related to the
prevention of disordered eating and ways to intervene when struggling with disordered
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eating. Participants were taught how to create a self-talk shield to protect against their
inner critic. They were taught how to first become aware of their inner critic and then
how to respond positively to it by being introduced to the “Four C’s” (Albers, 2018, p.
61). The C’s include catch, curious, choose, and challenge with compassion. They
learned that the first C is to be mindful and catch yourself being a critic. The next C is to
be curious and ask where the thoughts might be coming from. They were taught that the
point is not to respond to the inner critic with more self-criticism, but to ask whose voice
is really speaking. The next C is to choose. Participants were taught that there is a
difference between a thought and a fact and that not all thoughts are true. They were
asked to decide if they would want to recognize their inner critic as just a thought or as a
fact and believe it. The last C involves responding back to the inner critic and challenging
the negative thoughts. Participants were taught ways to respond to their inner critic with
solid reasoning. They were reminded that the more they practice doing so, the more it
helps changes negative thinking patterns related to food to positive ones. Along those
lines, participants were taught ways to challenge their mindset related to food and eating.
“Challenging the Food Police: Banishing Black and White Thinking” was an
informational sheet used to help participants rid themselves of dichotomous thinking
related to food and eating (Resch, 2019, p. 75-76). Following education related to this
topic, individuals were asked to think about and verbally announce some common black
and white statements they frequently have about food. They were then asked to rephrase
the original statement in a way that is contradictory, or not black and white. The goal of
this was to help them change the way they think about food and help reduce personal
judgment they may have previously placed upon themselves. This session also included a
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short breathing exercise known as “A Mindful Pause” (Albers, 2018, p. 116-117). It was
used to teach participants the importance of having a clear mind when consuming their
food. It helps them learn to pause before eating as a reaction to stress or another
triggering emotion. It also reminds them that stress eating is a biological reaction and not
a sign of weakness. Individuals were asked to pause and change the rhythm of their
breathing by focusing on taking long, slow breaths. They were asked to use the activity
before consuming food as a reaction to feelings of overwhelm in the future. The meeting
also involved one last activity, one that taught participants to sit with their difficult
feelings. They were told to think of a private place they might go to that is safe and
comfortable for them. In that place, they were encouraged to practice their breathing
exercise, as well as the mindfulness activity from the first Zoom meeting. They were told
they could also journal or otherwise take note of how they felt during and afterwards.
Although it was simply practice, individuals were asked to use the skills learned when
their feelings begin to overcome them in the future. They might try to sit with their
difficult feelings instead of turning to food and eating out of emotional hunger.
Follow-up Online Surveys. After the completion of all three Zoom meetings,
participants were immediately provided a link for a post-survey. They were given 24 hours to
complete it. Roughly four weeks, or one month, following the final Zoom meeting, participants
were sent an email with a link to the final follow-up survey. They had four days to complete this
survey. Once they had finished the final survey, they had reached study completion.
Results
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After the data were collected, the dataset was cleaned and prepared for analysis. Items
that were left blank by participants were entered as missing data. Missing data were minimal and
did not impact the results of the study.
Disordered Eating
A repeated-measures ANOVA indicated that disordered eating did significantly decrease
across time periods, F(2, 10)=6.55, p<.01. Results for individual participants can be seen in
Figure 1 below. The average of all participants’ total scores decreased from 35.36 at pre-test to
24.23 at post-test and 19.77 at follow-up. These results demonstrate a gradual and continued
decline in reported disordered eating for this sample. In examining the data further, it can be seen
that participant 3 saw the biggest reduction in disordered eating from pre-test to follow-up with a
change of 48.5 points. Participants 4 and 11 saw the smallest change, each reporting a difference
of 2 points from pre-test to follow-up. There was one participant, participant 10, that increased in
disordered eating score. Lower scores indicate fewer instances of disordered eating behavior,
whereas higher scores indicate more instances of disordered eating within the timeframe of the
measure. There is a lower limit of 0, although it would be highly unlikely for someone to report
absolutely no disordered eating, and this did not happen in this sample. There is no true upper
limit, as several questions allow participants to fill in the blank for the number of times they
participated in disordered eating behaviors.
Intuitive Eating
According to a repeated-measures ANOVA, intuitive eating significantly increased over
time periods, F(2, 10)=6.37, p<.01. Results for individual participants are provided in Figure 2
below. The average intuitive eating total score for all participants at pre-test was 3.37. At posttest it increased to 3.50. Finally, at follow-up it increased further to 3.76. Thus, a gradual and
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continued growth of intuitive eating was demonstrated by these results. There is a lower limit of
1, meaning that the individual would strongly disagree with the statements related to intuitive
eating. Conversely, there is an upper limit of 5, meaning that the individual would strongly agree
with the statements related to intuitive eating. This sample reported scores that were roughly in
the middle but did end up on the side of the spectrum closer to agreeing with intuitive eating.
Participant 8 saw the biggest change in intuitive eating, reporting a 0.87-point change from pretest to follow-up. One participant, participant 11, saw no change at all, while one participant,
participant 10, reported a very minor decrease in intuitive eating. It should be noted that this is
also the participant that saw a slight increase in disordered eating.
Mindful Eating
While results for disordered and intuitive eating were significant, a repeated-measures
ANOVA indicated that mindful eating did not significantly increase over the course of the
intervention, F(2, 10)=2.77, p=.09. Although these results were not significant, mindful eating
did improve over time. Results for each participant can be seen in Figure 3 below. The average
pre-test score for all participants was 2.71. At post-test that value increased to 2.77 and at followup it increased again to 2.89. The upper limit to this mindful eating measure was 4, which means
that this sample scored on the more mindful side through all time points. The lower limit was 1
for most items, however there were a few that allowed participants to select that the statement
was not applicable, thus giving them a score of 0. Participant 1 had the greatest increased from
pre-test to follow-up, with an increase in 0.60 points. Participant 5 saw no change and several
participants had a slightly worse mindful eating total score. This is likely what resulted in an
increase in average scores of mindful eating that was not quite significant.
Mindfulness
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Results for general mindfulness were also not significant according to a repeatedmeasures ANOVA, F(2, 10)=0.67, p=.52. An interesting pattern emerged from the average
results of total scores for all participants. Initially, the mean score at pre-test was 3.53. At posttest there was a slight decline in average score to 3.35. However, at follow-up the score reverted
and increased beyond the initial score to 3.59. In a similar manner as the mindful eating scores,
several participants reported scores that were worse at follow-up than at pre-test. These results
are shown in Figure 4 below. The MAAS uses a 1 to 6 scale, with higher scores signifying more
mindfulness and lower scores signifying less mindfulness. Again, this sample scored slightly
above the middle meaning they were about average or slightly above in terms of general
mindfulness. The greatest increase was had by participant 1, who was an outlier and jumped 2.38
points. Participant 5 saw no change, which is the same individual who saw no change for
mindful eating as well.
Discussion
The online mindful and intuitive eating intervention appeared to be partially effective in
supporting the hypotheses. The effects of the psychoeducation and training did help to reduce
disordered eating and increase mindful and intuitive eating. That being said, only the results for
disordered eating and intuitive eating were significant. Mindful eating demonstrated meaningful
but insignificant results, and general mindfulness did not change significantly despite an overall
increase from pre-test to follow-up. Therefore, the results help lend support to each of the
hypotheses, but do not fully support all of them.
Hypothesis 1 was supported by the fact that individuals who scored higher on measures
of mindful and intuitive eating also scored lower on the measure of disordered eating.
Hypothesis 2 was supported in that the intervention produced an increase in mindful and intuitive
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eating, although only results for intuitive eating were significant. Hypothesis 3 had the most
support, as the results for changes in disordered eating were significant. Finally, hypothesis 4
was not supported due to the insignificant findings from changes in general mindfulness,
although there was a change across time in average participant scores.
The lack of support in relation to mindful eating and global mindfulness might be
explained by the phenomenon that can happen when individuals begin to learn about mindful
principles. Moreover, individuals may believe and report that they are being mindful at pre-test.
However, after learning more about mindfulness and practicing the skills it is possible that the
same individuals realize that they were not truly being as mindful as they had once thought. This
realization results in a true and more accurate reporting of mindfulness in subsequent testing
periods. The results from the MAAS demonstrate this quite clearly. The post-test results decrease
from the pre-test results, but they increase past pre-test levels at follow-up. This phenomenon is
also demonstrated by the scores of several participants being worse at follow-up than at pre-test
for both the MEQ and the MAAS. It is quite likely that these individuals began to become more
aware of their lack of mindfulness after learning more about it and reported scores that were not
rated on the same internal scale as they had initially used, even though they were rated on the
same objective scale (i.e., MAAS, MEQ). This theory could be tested in future research by
adding a control group to compare to.
While the hypotheses of the current study were not fully supported by the results from
this sample, there are still clear indicators of the importance this research has on the field of
disordered eating. For instance, many of the individual participants saw a decrease in their level
of disordered eating and an increase in their mindful and intuitive eating habits. This was
demonstrated through their self-reported scores as well as their verbal reports to describe their
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experience during the study. One participant noted that they “never really noticed” what they ate
prior to beginning study participation. Following a mindful eating activity they reported “feeling
peaceful” and “actually [going] through the process throughout the week.” Another said they
“kind of actually liked it!” These personal anecdotes suggest the impact that the intervention had
on participants, whether or not the results were statistically significant.
The current study was also an important addition to this field of research as it helped lend
some support for the use of mindful and intuitive eating approaches to combat disordered eating.
This study used information based on both principles to present a condensed version of other
treatments, thus making it clearer and more focused. This area of research is still relatively new
and needs to be extended in order to fully understand how these interventions can benefit
different kinds of people. One positive aspect of the current study that sets it apart from others is
the brief timeline. In total, the study only required roughly four hours of participation in
comparison to some treatment programs lasting 15 or more sessions over the course of several
months (Albers, 2010). Another way that this study stands apart from others of its kind is the
online format. Most people in the United States have access to the internet in some capacity and
find the online modality more feasible than others.
Limitations and Future Directions
The current study had several limitations, most notably, the small sample size. The
introduction of the COVID pandemic resulted in changing the format of the intervention from in
person to online, which moved the timeline for the study back and made it more challenging to
recruit participants. Additionally, the study requires many steps which may seem timeconsuming to potential participants, resulting in lack of initial participation or dropout. Dropout
was particularly a problem for this study as nearly half of all participants who began the study
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did not complete each of the steps. The small sample size could have also been skewed by the
any outliers, such as participant 3 on the EDE-Q. A larger sample size would have provided a
more thorough and accurate depiction of the effect of the intervention. Future studies should aim
to recreate the study with more participation from individuals across a more diverse spectrum.
Another concern was the lack of descriptive feedback from participants. No formal
qualitative data were collected from participants. Having this data could have helped explain the
lack of significance in mindful eating and general mindfulness results. It would have also helped
piece apart what types of disordered eating individuals were specifically struggling with.
Disordered eating is quite complex as there are multiple ways that it can affect an individual and
those differences might be a factor in how participants respond to measures related to eating. For
instance, the measure of disordered eating in the current study had more items related to bingeing
than restriction. Another way in which qualitative data would have been beneficial is if
participants felt they needed to describe reasons for their eating patterns such as training for a
collegiate sport or being on a nutritional plan implemented by a registered dietitian. Although no
formal qualitative data were collected, participants were encouraged to speak about their
experience as they practiced mindful and intuitive eating. This made Zoom meetings varying
lengths, something that could be controlled for in future studies.
Future research in this area should expand upon this study by using a collaborative
approach to have a greater reach nationwide. Seeing as how no participant scored a 0 on the
EDE-Q, there is room for improvements for everyone in terms of fixing their relationship with
food. That being said, it would be helpful to further clarify and operationally define disordered
eating in future research as those with clinical levels of disordered eating would report results
that contrast from those with subclinical levels. For instance, setting ceiling and floor cutoff
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values for the EDE-Q might be useful. Another area to explore further would be in terms of
beneficial outcomes beyond relationship with food. Adding a measure to investigate other
potential positive outcomes might help guide future research. A final idea in terms of future
research would be to evaluate how these types of interventions or education might be passed
along in an even more accessible format so that all individuals, even those without current
disordered eating, might learn ways for fostering a healthy relationship with food and their body.
Online approaches are quickly becoming more sought after and finding a way to incorporate
them into things like cellphone applications like Loughran et al. (2018) did might increase their
feasibility. The more reach interventions like the current study have, the greater potential for
prevention work in order to stop disordered eating from occurring in the first place.
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Figure 1
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Figure 1. Total scores on the EDE-Q for pre-, post-, and follow-up time periods for all
participants.
Figure 2
Changes in Level of Intuitive Eating
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Figure 2. Total scores on the IES-2 for pre-, post-, and follow-up time periods for all
participants.
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Figure 3
Changes in Level of Mindful Eating
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Figure 3. Total scores on the MEQ for pre-, post-, and follow-up time periods for all participants.
Figure 4
Changes in Level of General Mindfulness
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Figure 4. Total scores on the MAAS for pre-, post-, and follow-up time periods for all
participants.
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